by intra-individual variability and by the fact that symptoms recording is entrusted to patients' compliance. However, during the past years, the diagnostic accuracy of this procedure has increased because of the development of new techniques such as baseline impedance and the post-refl ux swallow-induced peristaltic wave ( 6, 7 ) . Th is latter has not been addressed in the review. We agree with the authors that these parameters are diffi cult to evaluate and so far they are used in specialized centers. Nevertheless, they seem to provide additional information helpful to better categorize patients with functional overlapping disorders or with incomplete response to treatment, which in turn should favor a tailored management.
In conclusion, since FH diagnosis is extremely challenging, we believe that all current diagnostic modalities should be considered in order to provide its correct identifi cation and the best eff ective management.
To the Editor:
We read with great interest the exhaustive and updated review by Hachem and Shaheen ( 1 ) about the diagnostic workout and complex management of functional heartburn (FH). Diagnosis of FH is essentially achieved aft er having excluded other etiologies. Th erefore, endoscopy has to be negative (i.e., no visible lesions), impedance-pH monitoring has to report physiological acid exposure and number of refl uxes, further not related with the onset of symptoms, and mano metry has not to recognize specifi c esophageal motility disorders. However, discrepancies between the latter negative fi ndings and response to therapy, mainly proton pump inhibitors, is common and this suggests that current diagnostic procedures have important limitations for FH identifi cation. In keeping, novel diagnostic modalities are desirable.
Recent data suggest that histologic evaluation, not only limited to dilated intercellular spaces (DIS) assessment, in patients with persistent symptoms despite optimal treatment might be of help to discriminate between FH and visceral hypersensitivity ( 2 ). Indeed, DIS has been considered the most important microscopic lesion related to refl ux disease and symptom development ( 3 ). However, DIS are suggestive but not pathognomonic for gastroesophageal refl ux disease (GERD), since its evaluation is subjective to high intraand inter-observer assessment and, also for this reason, it has been found in other conditions (i.e., Candida infection, food allergy) and even in healthy subjects. Consequently, as acknowledged by the authors, this marker is not adequately sensitive or specifi c to recommend routinely esophageal biopsies. However, to partially increase the diagnostic accuracy of DIS, other histologic alterations related to GERD should be assessed, such as basal cell hyperplasia and papillary elongation. Recent studies have demonstrated that the evaluation of microscopic esophagitis achieved by adopting a histological score resulting from the sum of all lesions assessed, rather than individually, guaranteed the best discrimination between non erosive refl ux disease (NERD), FH, and controls (3) (4) (5) .
With regard to impedance-pH monitoring, it is true that its diagnostic reliability, though good, is partially hampered 2 patients (4.6%). Th e authors suggested the success of pneumatic dilation was the result of circumferential stretching of the wall of the LES, which would also explain the low rate of esophageal perforation with this procedure. Logic tells me the longer the duration of the stretch the better, but another study for the future. However, all the above Authors continue to consider SIBO as one of the main causes of IBS, although many studies have strongly denied the very high prevalence (84%) found fi rst by Pimentel et al in IBS and have questioned the role of SIBO in determining IBS symptoms ( 4 ) . On the other hand, IBS is a common functional condition, which is characterized by abdominal pain and alterations in the consistency and frequency of stool movements, which are oft en associated with bloating. Th is clinical presentation is totally shared by SIBO and therefore it cannot be excluded that patients with this condition have only IBS-like symptoms, but do not pertain to the IBS realm. Th is diff erence can explain the good success of antibiotics in many clinical situations linked to SIBO, as we have shown in past studies (5) (6) (7) (8) , and their poor benefi t in IBS ( 4 ), whose pathophysiological conditions are complex and not related to a unique mechanism. We suggest that GBT should be reserved to patients with bowel symptoms and predisposing conditions to the occurrence of SIBO, such as previous abdominal surgery (i.e., intestinal resections or cholecystectomy), prolonged acid suppressive therapy impairing the sterilizing power of acid, chronic use of antidepressant drugs capable to reduce intestinal motility, connective tissue disorders, or the existence of functional constipation. In these cases, normalization of GBT aft er rifaximin therapy provided signifi cant improvement of intestinal symptoms as shown in the above-mentioned clinical trials (5) (6) (7) (8) , but this success is probably due to the fact that treatment is addressed against an evident etiologic factor, which is unfortunately lacking in IBS.
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